A survey of one thousand women having a vaginal delivery in an obstetric teaching hospital was conducted in order to ascertain maternal opinions of various methods of pain relief in labour. Women were questioned on the day following delivery as to their pain experience, the degree of analgesia obtained, their satisfaction with and criticisms of the analgesic method or methods used, and their overall satisfaction with their childbirth experience.
The medical literature contains little information about women's opinions of analgesic methods during labour. The media gives prominence to individual cases, often sensationalised, or to consumer surveys conducted by poll and subject to bias. Should antenatal educators for example, base their discussion on findings such as those from a questionnaire conducted by an Australian magazine, in which 29% of 453 respondents declared that 'they would never have another epidural under any circumstances'? I A range of methods for obstetric analgesia are available in most delivery suites and many methods continue to be refined and re-evaluated. There is little argument that epidural analgesia, when available, is the most effective of these. However, epidurals confer some unwanted sequelae and have been reported to be associated with considerable maternal dissatisfaction. l ,2 In recent years both epidural and obstetric management during labour have been modified in an attempt to address identified sources of dissatisfaction such as unpleasant side-effects, absence of sensation and feelings of powerlessness, long labour and forceps delivery.
This survey was conducted amongst women having vaginal delivery to examine the efficacy of, and more importantly, maternal satisfaction with, various analgesic methods currently employed at this hospital. METHODS Over a five-month period, women were surveyed on the day following vaginal delivery. An attempt was made to survey every woman, such that the sample was truly 1000 consecutive cases: however, some women were unable to be located and others inappropriate to question due to language barriers. Nevertheless, this sample represented an unselected heterogeneous population of high and low risk pregnant women of public and private The majority of women initially receive bupivacaine 0.125% plus fentanyl, or bupivacaine 0.25%, 8-10 ml. Although all women delivered at this hospital are free to choose any particular method of analgesia, some are encouraged to use epidural analgesia either on medical or obstetric grounds, or for neonatal reasons if delivery is not imminent following two doses of intramuscular pethidine (usually 100 mg each). Instrumental delivery is conducted under epidural, or occasionally pudendal, block.
Each woman was interviewed by a member of the anaesthetic department who had not met her before. Demographic data was obtained from the hospital record and the method or methods of analgesia used (eight categories, see Table 1) confirmed with the woman. The following questions were asked: 1. 'Did you experience more or less pain than you expected during labour, or was it as you expected?' 2. 'How much pain did you experience having used the method(s)?' This was recorded using a 100 mm visual linear analogue scale (VLAS) marked 'no pain' at one end and 'worst pain imaginable' at the other. 3. 'How would you rate the method(s) you used as a means of pain relief during labour?' 
RESULTS

Demographic data and pain expectations
Categories of analgesic method employed and population characteristics are shown in Tables 1 and 2. A very small number of women in category 1 used transcutaneous nerve stimulation in addition to other non-pharmacological methods of pain relief. Epidural analgesia was used following pethidine intramuscularly in all category 6 women. A small proportion of category 7 women used nitrous oxide as an adjunct to epidural analgesia, rather than prior to it. Almost all women using 'several methods' (category 8) had pethidine and nitrous oxide, followed by epidural analgesia. Women with longer second stages of labour, or having an instrumental delivery, were more likely to have had epidural analgesia alone or in combination with other methods (P < 0.0001). 'More pain than expected' was reported by more primipara than multipara (P < 0.0001) and more frequently by those having induced or augmented labour compared to spontaneous labour (P < 0.04).
These factors may have contributed to the highest rate occurring in the group using several methods of pain relief. 'Less pain than expected' was most often described by those having epidural analgesia alone, or those using no drugs (see Tables 1 and   2) .
Pain scores
The percentages of women with scores less than 50 and less than 25 were significantly greater for
. . .. those using epidural analgesia alone compared with pethidine alone, nitrous oxide alone or no drug therapy (see Figure 1 ), and also for categories including epidural analgesia compared to nonepidural categories (P < 0.0001). Mean pain scores for those using non-epidural methods were very similar.
Maternal satisfaction with analgesia
The percentages of women with satisfaction scores greater than 75 or equal to 100 were significantly greater than epidural analgesia alone compared with other methods alone and with categories including epidural compared to nonepidural categories (P < 0.0001) ( Figure 2 ). 'Inadequate analgesia' was recorded as a dislike most frequently by women who used pethidine or nitrous oxide ( Table 3 ). The incidence was significantly lower for women having epidural analgesia or non-pharmacological methods (P < 0.0001).
Dislikes with analgesic methods
The frequency of disliked effects associated with analgesic methods is shown in Table 3 .
Satisfaction with childbirth experience and other comments
Fifty-one of the thousand women surveyed expressed dissatisfaction with their experience of childbirth. There was no significant difference in rate of dissatisfaction between women who used epidural analgesia at some stal7e during labour compared to those not having an epidural (7% versus 4%). The type of labour and its duration were not statistically associated with the incidence of maternal dissatisfaction. However, there was a significant association between instrumental delivery and overall dissatisfaction (9% versus 4% for spontaneous delivery, P < 0.003). The most ... common reason given for overall dissatisfaction was inadequate pain relief (66%), followed by miscellaneous obstetric reasons (13%), forceps delivery (6%) and long labour (6%). Additional comments were volunteered by 307 women. The most frequent positive comments were about epidural analgesia (153 responses): for example, 'great', 'recommended', 'very happy', 'early epidural next time'. Forty-three women described nitrous oxide inhalation as 'good' or were 'very happy' and pethidine alone or pethidine/ nitrous oxide combined were similarly described by 34. Twenty-seven considered antenatal preparation, breathing and relaxation exercises or the presence of a supportive partner useful. Negative comments were that epidural analgesia had been allowed to wear off between top-ups or near delivery (twenty responses), and that pethidine was of no value (17) . Fifteen women desired 'better pain relief and thirteen said that nitrous oxide was ineffective. Eleven respondents felt more information about analgesia in labour should be provided and a similar number commented on the preferability of a mouth-piece rather than mask for nitrous oxide inhalation.
DISCUSSION
Both media publications and medical authorities3,4 have recently emphasised the need to make obstetric care more consumer-orientated. The most important factors for maternal satisfaction with medical care are explanations and participation in decision-making. 5 Although many studies have evaluated a single method, few comparative studies of analgesic methods have been conducted, and most evaluations fail to consider women's reactions to and satisfaction with their chosen method. I felt that information on which antenatal educators, obstetricians, anaesthetists and midwives could base reasoned discussion and on which mothers could formulate option plans for analgesia in labour was not adequate.
Labour pain and analgesic options
. This survey did not attempt to quantIfy the degree of labour pain experienced prior to use of analgesic options, nor to investigate the reasons why women chose to use the analgesic m.ethods they did. The latter is probably com.plex, wI~h one possible factor being the degree of pam expenenced at the time. The 'groups' are thus not of course comparable, and the demographic characteristics of women in each analgesic category must be carefully considered in interpret~ti~m o~ the findings. The perception oflabour pam IS subJe~t to many influences, including parity, ag~, prevIO~s pain experience, educational and SOCIOeconomIC status, anxiety, emotional support and the use of oxytocics. The findings of this survey, with respect to those reporting more pain than expected, support the influence of parity6,7 and oxytocic use. 7 Most antenatal classes encourage the use of analgesic techniques which assist women in coping with labour pain without the recourse to drugs. Nevertheless the majority of women experience severe pain during labour 6 -8 and the majority of those who plan not to use medication are unable to carry through their intention. 6 , 9 In one serie~, 60% of primipara intending to use non-epIdural methods finally opted for epidural analgesia. lO Since most women request analgesia during labour it is preferable that many options are available and analgesic services should take into account the woman's privilege to change her mind. To state, for example, that 'mothers in the low-risk group who have been adequately prepared for labour ... should not require epidural analgesia', 11 is an unrealistic and unacceptably didactic approach. Irrespective of the benefits of epidural.anal~esia to the high-risk mother and fetus, poor pam rehef may result in long-term emotional disturbances and negatively influence mother-infant interact~on and the sexual relationship with her partner. EpIdurals, it is claimed, are 'now the most widely accept~d form of pain relief in labour':12 however, despIte their being the only reliably effective analgesic method available, they by no means guarantee improved maternal experience and may be associated with significant maternal dissatisfaction. 1, 2 In this survey over 85% of women used analgesic drugs or regional nerve block during labour. Those using no drugs or nitrous oxide inhalation only were predominantly multipara in spontaneous labour of short duration. Those using other methods contained larger proportions of primiparous women, having induced or augmented labour of longer duration. Epidural analgesia does not prolong established first stage labour, and with modern management techniques it has been claimed to not prolong the second stage of labour. Whether epidural analgesia per se increases instrumental delivery rate remains keenly debated.
In a landmark survey conducted in a large obstetric hospital in England in 1982,2 epidural analgesia was found to be the most effecti.ve method of obstetric analgesia, but along WIth prolonged labour and assisted delivery, was associated with a higher rate of maternal dissatisfaction with childbirth. This was also the finding of an Australian survey comparing women who had an epidural block with others who had not. 13 The findings of this King Edward survey confirm that epidural analgesia, alone or in combination with other methods, remains the most effective method of obstetric analgesia. This is also consistent with controlled trials 8 ,14,IS and is widely acknowledged. Intramuscular pethidine alone appeared to be a relatively ineffective method, as has been reported by studies over a large number of years. 14 ,16,17 Pain scores were high, satisfaction low and more women reported 'inadequate analgesia' than with any other method. Controlled trials suggest that even in large doses, p~in sc<?res are minimally reduced 18 and poor pam relIef and lowest satisfaction has also been reported when pethidine with or witho~t I?romaz~ne intramuscularly was compared WIth nItrous OXIde, TENS and epidural anaigesia. 14 ,16 In this survey nitrous oxide alone appeared only marginally better with a combination of nitrous oxide and pethidine giving no further improvement in pain relief or satisfaction score. However, interpretation of these findings requires caution, since the obstetric characteristics of the women using these methods were different.
More important perhaps than analgesic efficacy is maternal satisfaction with the analgesic method employed. Epidural analgesia, either alone or following pethidine or nitrous oxide, was clearly rated the most satisfactory method of pain relief. It also attracted by far the highest proportion of favourable comments, and although not directly questioned, many women mentioned they w~)Uld choose it again or have it earlier in labour next tIme. Bennett et al. 13 reported that over 80% of women would choose an epidural again for the next birth. Notably in this survey, similar comments were not forthcoming from women using other methods.
Women using several methods (usually including epidural as last choice and often sited immediately before delivery) and those using no drugs had a middle ranking satisfaction score, although the latter group rarely considered analgesia inadequate. Two-thirds of this predominantly multiparous group also considered their pain to be less than or as expected. This suggests that either labour was less painful for these women or their expectations of both labour and their analgesic methods were more realistic. Disparity between expectations and labour experience is associated with increased pain and dissatisfaction 19 and multipara have been reported to have more realistic expectations,20 although many experience the highest pain intensity during the second stage and also report greater pain than expected. 20 ,21
Unwanted side-effects reported were principally reduced awareness and drowsiness or dizziness when opioid or inhalational analgesic methods were used, and shivering, difficulty in moving, back pain and pruritus when epidural methods were used. The incidence of nausea and vomiting was similar for all pharmacological methods. Longterm sequelae, such as persisting backache after epidural analgesia 22 or emotional deprivation following lack of awareness of the childbirth experience, could not be identified by this survey.
Satisfaction with childbirth experience
Overall satisfaction with their childbirth experience was reported by 95% of women (compared with 82% in the survey conducted by Morgan et al. and 85% in another).23 Despite high pain scores and middle-ranking satisfaction scores, women who used no drugs had a low rate of general dissatisfaction. This supports the opinion of Morgan et al. 2 that the shorter and more natural the labour, the greater the proportion satisfied. Despite a statistical association between instrumental delivery and dissatisfaction, over 90% of women were satisfied with their experience irrespective of the mode of delivery. Indeed, instrumental delivery or prolonged and exhausting labour were infrequently identified as reasons for dissatisfaction. This is in marked contrast to previous surveys,2,!3 as is the finding that epidural analgesia alone was as likely to be associated with a satisfying birth experience as other methods. Poor pain relief was the predominant reported reason for dissatisfaction with the experience of childbirth.
The explanation for greater satisfaction amongst women using epidural analgesia compared with older surveys may relate to different population characteristics, different expectations amongst the study populations, and changes in epidural management over recent years. The Queen Charlotte's survey2 was conducted in an obstetric teaching hospital such as this one. Morgan et al. commented that the promise of a pain free labour was not only unrealistic but may be unwanted, and epidural management in many hospitals has now been refined in an attempt to provide 'analgesia' rather than 'anaesthesia' with its concomitant sequelae, particularly profound motor block. Only 14% of women in this survey who received an epidural disliked immobility, and 4% described difficulty pushing. Recently obstetric management has also altered, allowing a longer second stage of labour under epidural analgesia before intervention to expedite delivery. Complaints about epidural management related to delays between intermittent top-ups and staff allowing analgesia to wane in the second stage of labour, suggesting that epidural infusions and patient controlled epidural analgesia warrant further evaluation.
In summary, the majority of wo men delivering in this hospital use pharmacological methods or epidural pain relief. The challenge for all involved health care workers is to develop educational programmes designed to give expectant mothers more realistic knowledge about what actually happens during labour, patterns of analgesic use, and the positive and negative aspects of analgesic options. If pregnant women present with realistic expectations, the possibility of disappointment, guilt and a sense of failure are diminished. 24 This survey of women's reactions to various methods of obstetric analgesia for vaginal delivery revealed that overall satisfaction with childbirth in the early post partum period was most closely related to the quality of pain relief and not obstetric care, the duration of labour or spontaneous delivery. For primipara in particular, almost all of whom in this survey requested a drug or regional block for pain relief, the value of well-conducted epidural analgesia as an initial or early option may have been underemphasised. A follow-up study is in progress to determine if the level of maternal satisfaction with the various analgesic methods and with the experience of childbirth has changed some months later.
